Background: The UK Cervical Screening Programme, delivered mostly through primary care, commands impressive levels of public support. However, considerable evidence suggests that women find the experience of screening problematic.
Introduction
Like many other countries, the United Kingdom (UK) runs a nationally-organised screening programme for cervical cancer. Known as the NHS Cervical Screening Programme (NHSCSP), it is organised and delivered through primary care. Cervical screening is available free-ofcharge to women in England aged between 25 and 64 years; invitations are issued every three or five years depending on the woman's age. The three other countries of the UK (Scotland, Wales and Northern Ireland) have slightly different arrangements regarding eligibility and screening intervals for the programme. Enclosed with all invitations to participate in the programme is the NHSCSP information leaflet, which describes the screening test as a straightforward procedure where the main risk is that "you might experience some discomfort or pain".
Attitudes towards cervical screening remain something of a paradox. On one hand, the programme appears to command impressive levels of public support; campaigns to widen the eligibility criteria for the programme (and in particular to lower the age of first invitation) are often high profile and widely supported. They include those following the death from cervical cancer of the British celebrity Jade Goody at the age of 27 in 2009 and of 23-year old Claire Allan in the same year.
1 Public pressure to widen the age criteria persisted following a review by the Advisory Committee on Cervical Screening, which agreed unanimously there should be no change to the current policy. 2 Tension between public support for the screening programme in principle and individual women's experiences is, however, evident. practitioners in managing women's personal engagement with cervical screening. In this paper, we explore this drawing on Erving Goffman's work on the "interaction order". 11 Goffman sees interaction as a ritual which gives a sense of social belonging and value as an individual, with the interaction order acting as a conceptual map to each occasion of faceto-face interaction. We use this to explain some of the problems reported by women and to help inform good practice in primary care.
Methods
Semi-structured interviews were conducted with 34 women from across the East Midlands who had all experienced cervical screening in England. We opted to recruit participants outside of the formal healthcare system, as we wished to avoid any misunderstanding that the work constituted any form of 'service evaluation' of particular professionals or care
organisations. Participants were recruited through a range of community groups that had a predominantly female membership (for example, mother and toddler groups, and women's groups). In each case, contact was made with the group lead and she was asked to circulate written information about the study. Willing volunteers were asked to contact the researchers directly. In addition, snowball sampling was used to a limited degree in order to recruit from groups that proved hard to reach, including older South Asian women. 12 Due to the recruitment strategies used, we do not know how many women received the information but declined to participate.
Individual semi-structured interviews, focusing on participants' experiences of cervical screening, were conducted by the first author, facilitated in three interviews by an interpreter. The interviews lasted approximately one hour and took place in women's homes or community group premises. An interview guide was used to ensure coverage of a number of key areas identified in advance of the data collection, but no attempt was made to restrict the interviews to these topics or control the order in which they were discussed.
Women were free to influence the course of their interviews and to introduce issues of particular importance or relevance to themselves. All interviews were audio-recorded, fully transcribed, and anonymised.
Institutional ethical approval for the project was obtained. All participants received written information about the study, were assured of anonymity, and gave their informed consent to participate.
Data analysis was led by the first author, with support and checking provided by the second author. Analysis was based upon the constant comparative method. 13 Key themes within the data were identified, analysed and explored through repeated close readings and annotation of interview transcripts concurrent with data collection. Individual transcripts were compared and contrasted, and deviant cases identified and explored. The identified themes were then used to develop and refine a coding framework which was subsequently applied systematically to the full data set. NVivo software was used to aid the coding, management and retrieval of data. The illustrative quotes included below were selected as particularly clear and/or concise examples.
Findings
A diverse sample of 34 participants was recruited, including women from a range of ages and ethnic backgrounds (Table 1) . Thirty-two women had had at least two cervical screens at the time of interview; the other two had had one test. 
Cervical screening as a problematic encounter
The occasion of cervical screening can be understood as what Goffman terms a "focused interaction": 11 one in which there is a mutual activity in which both parties are engaged.
Both parties must cooperate to sustain activity. This is an interaction with some very distinctive features, however. The healthcare professional (primary care doctor or, more usually, nurse) is able to gain access to parts of the body that social norms would otherwise prohibit, 14 and the woman is expected to permit penetration of the vagina. Our data suggest that the accomplishment of this interaction is an unsatisfactory experience for many women. Although some women did not find the experience problematic, most participants The pivotal role of the healthcare professional Submitting to cervical screening implicitly relies on trust in the person performing the procedure, 17 and one useful definition of trust sees it as "the willingness of a party to be vulnerable". 18 However, 14 of the 34 women explicitly reported poor quality encounters with primary care practitioners during cervical screening, and described disappointment at how they had been treated -suggesting a betrayal of trust.
Women's complaints focused in particular on a failure of healthcare professionals to reach with them a shared definition of the situation, which Goffman defines as "agreement concerning perceptual relevancies and irrelevancies, and a 'working consensus' involving a degree of mutual considerateness, sympathy, and a muting of opinion differences". 11 For women, what the professional performing the procedure selected for attention and what they deemed irrelevant was poorly aligned with women's own priorities for attention. For women, the cervical screening encounter was something significant and out of the ordinary, yet they were often confronted by a health professional who treated the encounter as routine and empty of any emotional significance. They reported that the norms governing the interaction were often far from what they would see as optimal, yet they felt passive and deprived of any power to influence the conduct of professionals. These encounters were typically characterised as cold and impersonal, or even as degrading.
I didn't very much
Professionals' attempts to adopt a 'businesslike' approach or normalise the encounter 19 were a particular focus of criticism. Women found it unacceptable to be approached as 'just another body' by a professional who appeared to act as though the emotional response of the woman to the encounter, or her characteristics as an individual, were, in Goffman's terms, "irrelevant".
They were hurting me and just kind of ignoring me. Not putting any attention on what I was feeling, you know and that it was actually hurting me, they thought I was just joking. You know they were kind of like, I felt that they were just not considerate at all, they were really harsh, they weren't gentle at all. (Participant 23)

It's just so cold. You go in, you take your clothes off, she does that and I mean it's just so, it's just so degrading and embarrassing. It's just horrible. (Participant 2)
Some techniques used by professionals for normalising the encounter -such as stressing its routine nature or emphasising that the doctor or nurse had seen many vaginas before -could, for women, make things worse not better, as they suggested the apparent potential for comparisons to be made and for an individual to be found wanting in some way.
Although you're in a room, you feel open and naked you know. It's such an intrusion on your person. Doctors have seen a lot of vaginas but they didn't see mine and that's it for me. You may have seen hundreds but you didn't see mine before. So I just saw it as an invasion of my person and my privacy. (Participant 10)
Rather than a detached approach, women reported that they would welcome some degree of engagement, personalisation and tailoring on the part of the healthcare professional, and that emotional preparation and reassurance would help them cope better. 
Discussion
The information leaflet given to women participating in the UK Cervical Screening
Programme presents cervical screening as a straightforward procedure, 20 and the programme itself enjoys massive public support -including enthusiasm for both widening the age criteria for inclusion and for more frequent screening. Our study suggests that women's private experiences of the cervical screening test are often negative, and are not consistently managed optimally in primary care. Women report feeling passive, helpless and vulnerable in the face of a situation where they risk pain and discomfort, shame and humiliation, and violation and invasion of privacy. These are the very features of their experiences that may not be selected for attention by primary care professionals, but rather treated as irrelevant. As Strong notes, the main concern of rules of relevance is with indelicacy -what must be avoided or ignored. 21 Yet efforts by health professionals to minimise or ignore any personal significance associated with the encounter, to construct it as a routine, everyday occurrence, or to distance themselves from the physical and emotional intimacy of the interaction, may all backfire. Such behaviour may signal a failure to reach a shared definition of the situation. Ignoring women's fears, anxieties and concerns can appear to deny the reality, or at least the validity, of women's emotional responses.
This study would have been strengthened by inclusion of interviews with practitioners, and by observations of cervical screening encounters -though this latter would be ethically problematic. It is also a small study that makes no claims to representativeness; a survey approach would be needed to quantify frequency of the views expressed. Nonetheless, it offers some useful suggestions on how women's experiences might be improved.
Our work suggests that more emphasis on what Goffman calls "the minor courtesies" might go a long way towards making cervical screening a less challenging experience for women.
Better routines for primary care professionals' management of the procedure, going beyond providing standard information 22 and seeking to engage more personally with the woman, might help facilitate more positive experiences. This should include more explicit recognition of the particular significance of the intimate and personal nature of the procedure, and its associated anxieties and fears. There is unlikely to be a 'one size fits all' solution in terms of what specifically health professionals need to do to better support women. For example, women are likely to find different aspects of cervical screening challenging, and these concerns may arise from a range of different sources including both those linked to prior screening experiences and those that women bring to the screening encounter from elsewhere. Explicitly asking women about their expectations of the screening encounter and whether they have any worries or concerns may help to surface issues that the health professional and woman involved can then seek to tackle together. In this way, both parties can be involved in developing a shared understanding and definition of the interaction in which they are co-present , and the likelihood that they will be able to successfully work together to sustain the activity and complete it to their mutual satisfaction may be increased. 24 but explaining what is being done and why, and being attentive to women's comfort and individual preferences, go a long way towards making the cervical screening experience "as acceptable as it can be".
